The Foster-Kennedy syndrome although not a common phenomenon has been described in association with a wide variety of intracranial pathologies. We present here the first case of the Foster-Kennedy syndrome secondary to a pituitary adenoma.
Case report A 27-year-old man presented to the casualty department of an ophthalmic hospital complaining of visual failure. The vision in his right eye had been declining slowly over the preceding 4 years but over the week prior to presentation it had fallen precipitously resulting in complete blindness in this eye. The vision in the left eye had also deteriorated over the preceding week together with the onset of frontal headaches associated with nausea and vomiting. There were no other symptoms but his general practitioner had noted the presence of a right convergent squint.
On examination he was generally well, apyrexial, alert, and orientated. Visual acuities were no perception of light on the right, hand movements on the left. There was a right relative afferent pupillary defect and fundal examination revealed optic atrophy on the right and marked papilloedema on the left (Fig 1) . There was venous congestion and absent venous pulsation in both eyes. In addition he had limitation of lateral rectus function bilaterally, more pronounced on the right, and limitation of upward gaze. There were no other focal or generalised neurological signs. He was therefore diagnosed as having the Foster-Kennedy syndrome.
Computed tomography (CT) scan of the brain showed a large lobulated mass arising in the midline from near the sella turcica and extending behind the dorsum sellae into the anterior part of the posterior cranial fossa indenting the upper pons and filling the interpeduncular cysterns. It also extended upwards into the right frontal lobe distorting the ventricular cystern and obliterating the anterior horn of the lateral ventricle. There were also some areas of cystic cavitation (Fig 2) .
The patient was transferred to the National Hospital for Neurology and Neurosurgery where a large right frontal tumour was excised via a frontal craniotomy. Frozen section suggested a pituitary adenoma and formal histology confirmed this and showed positive staining for prolactin. Serum prolactin was measured at 39 000 megaunits/l (normal up to 480 megaunits/l). He was subsequently started on bromocriptine and by 3 weeks postoperatively the prolactin level had fallen to 600 megaunits/l. At 
